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Understanding the Impact of Asthma Deaths in 
children

Asthma is a leading cause of death in 
children and young people.

Asthma deaths in children are 
preventable with the right systems in 

place.

Asthma deaths in children are often 
due to poor management, lack of 

awareness, and delays in treatment.



What is 
CDOP -
Child 
Death 
Overview 
Panel

Child Death Review partners (NHS and Public 
Health) statutory responsibility to review the 
deaths of children and young people up to 
their 18th birthday.

Each case is reviewed against 4 domains with 
contributory factors scored as modifiable. 

Multiagency panel, chaired by Independent 
chair.

Overall aim to reduce contributory factors to 
prevent further deaths.



Child 
Death 
Review 
process



Joint Agency Response meeting 

Police
Social 
care

Education Health



Each case reviewed against NCMD Domains

Domain A – factors intrinsic to child 

Domain B – factors related to family 

Domain C – factors related to environment

Domain D – factors related to service provision

Modifiable factors and/or contributory factors recorded for each domain

All data is then shared with the National Child Mortality Database team



Key findings 
– National 
Child 
Mortality 
Database 
Thematic 
report 



Key Findings

54 deaths in 4 years 
(~1 every 4 weeks).

Highest rates in 15–
17-year-olds.

Boys > Girls; Higher 
in ethnic minority 

groups.

4x higher in most 
deprived areas.

65% had 
ED/hospital 

attendance in year 
before death.

Widespread SABA 
overuse and ICS 

underuse.

87% arrests 
occurred out of 

hospital.

81% of deaths had 
modifiable factors.



Seasonal 
distribution 
of asthma 
deaths



Asthma 
death 
rates by 
age group



Child Death data 



Asthma 
death rates 
by 
deprivation



Anonymised case study

Domain A – factors intrinsic to child – child had been using blue inhaler in medical welfare 
office as well as at home, not using “other” inhaler

Domain B – factors related to family – low income family, single mother - working nights, 
focussed on “blue” inhaler only, asked if she could buy inhaler from pharmacy

Domain C – factors related to environment – Extremely cold outside – windows opened when 
attack started 

Domain D – factors related to service provision – multiple prescriptions for reliever not 
identified as a concern,  attendance at medical welfare office was not shared with mother 

Modifiable factors noted in each domain



Key themes and trends in asthma-related child 
deaths – take home messages

INADEQUATE TREATMENT PLANS, 
MISSED APPOINTMENTS, DELAYED 

MEDICAL RESPONSE, AND FAILURE TO 
USE ASTHMA ACTION PLANS 

EFFECTIVELY.

INCONSISTENT ASTHMA 
MANAGEMENT: INCOMPLETE 

OR OUTDATED ASTHMA 
ACTION PLANS.

INADEQUATE EMERGENCY 
RESPONSE: DELAYS IN SEEKING 

MEDICAL HELP DURING 
ASTHMA ATTACKS.

COMMUNICATION ISSUES: LACK OF COORDINATION BETWEEN 
PRIMARY CARE, HOSPITALS, AND PARENTS.

.

SOCIOECONOMIC FACTORS: FAMILIES FACING FINANCIAL 
OR LOGISTICAL BARRIERS TO ACCESSING PROPER CARE.

.



Prevention 
of Future 
Deaths 
Notice –
case study

Department was understaffed 

Should have had observations every hour to demonstrate no 
improvement - the junior doctor would have prompted senior review  

No senior medical review would have changed the course of her 
management and saved her life

Prescribed an antibiotic on a script – first dose not given which meant 
infection was not tackled as quickly as it could have been. 

Doctor was unaware of the possibility of adult onset asthma.  

Her parents were told to bring her back if they had any concerns - What 
worries me about it in this context is that her parents had brought her to 
hospital because they were concerned. They were then reassured by 
hospital staff.

When she began to deteriorate again, her parents’ natural instinct had 
been blunted by their first visit to the hospital. 



Resources – asthma is 
everybody’s business



Resources - Schools/school 
nurses



Resources - Social workers



Resources – Health visitors



Resources - pharmacists



Any 
questions


	Slide 1: How can systems learn from asthma deaths:  Working with your CDOP 
	Slide 2: Understanding the Impact of Asthma Deaths in children
	Slide 3: What is CDOP - Child Death Overview Panel
	Slide 4: Child Death Review process
	Slide 5: Joint Agency Response meeting 
	Slide 6: Each case reviewed against NCMD Domains
	Slide 7: Key findings – National Child Mortality Database Thematic report 
	Slide 8: Key Findings
	Slide 9: Seasonal distribution of asthma deaths
	Slide 10: Asthma death rates by age group
	Slide 11: Child Death data 
	Slide 12: Asthma death rates by deprivation
	Slide 13: Anonymised case study
	Slide 14: Key themes and trends in asthma-related child deaths – take home messages
	Slide 15: Prevention of Future Deaths Notice – case study
	Slide 16: Resources – asthma is everybody’s business
	Slide 17: Resources - Schools/school nurses
	Slide 18: Resources - Social workers
	Slide 19: Resources – Health visitors
	Slide 20: Resources - pharmacists
	Slide 21: Any questions

